COMMENT & RESPONSE

Changes in Coronary Artery Plaque With Testosterone Therapy
To the Editor Dr Budoff and colleagues demonstrated that testosterone therapy compared with placebo in elderly men for 1 year increased noncalcified plaque volume in coronary arteries as measured by computed tomographic angiography. 1 The data could be reanalyzed including plaque volume as a percentage of vessel volume because after therapy the median plaque volume in the testosterone group was still less than the baseline plaque volume in the placebo group.
A longer-term trial to evaluate cardiovascular events after testosterone therapy should be undertaken. A change in surrogate markers, including an increase in the volume of the atherosclerotic plaque, would not obviate the need for such a trial.
Temporal Changes in Subsequent Malignancies Among Childhood Cancer Survivors
To the Editor Dr Turcotte and colleagues 1 found that cumulative incidence rates of subsequent malignancies at 15 years after initial childhood cancer diagnosis were lower among survivors treated in more recent treatment eras and that lower risk was associated with reduced therapeutic radiation dose. Although the authors analyzed maximum radiation treatment dose to any body region as well as median dose for chemotherapy agents, it is not clear how many children treated with hematopoietic cell transplantation (HCT) were included. Before autologous or allogeneic HCT, a myeloablative conditioning regimen is commonly used with higher doses of chemotherapy and radiation, including total body irradiation, in a shorter period than conventional chemotherapy. Such a conditioning regimen could influence the incidence of subsequent malignancies in the study population.
Furthermore, in the case of allogeneic HCT, previous studies have shown that chronic graft-vs-host disease (GVHD) can be an independent risk factor for all solid cancers, especially cancers of the oral cavity and gastrointestinal tract.
2,3 Chronic GVHD causes chronic inflammation, and treatment requires prolonged immunosuppression, which can reduce antitumor immunity and thus may increase the risk of secondary malignancies. It is estimated that the overall incidence of secondary malignancies is 3% to 4% at 10 years and 10% to 12% at 15 years after allogeneic HCT-rates much higher than those in the current study. 4, 5 Secondary malignancies can be categorized into posttransplant lymphoproliferative diseases, leukemia or myelodysplastic syndrome, and solid cancers, and the risk of solid cancers is considered not to plateau over time.
Could the authors provide further subgroup analyses of children treated with conventional chemotherapy alone, myeloablative autologous HCT, or allogeneic HCT?
